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Black and Hispanic Veterans in Intensive VA Treatment
Programs for Posttraumatic Stress Disorder

Rosert ROSENHECK, MD,*ﬂ: AND ALAN FONTANA, puD*t

Osjectives. This study examines differences
in treatment process and outcomes among mi-
nority veterans treated in specialized intensive
VA programs for war-related Posttraumatic
Stress Disorder (PTSD). ‘

DEsSIGN. A concurrent panel study assessing
four different types of intensive PTSD treat-
ment program.

Susjects. Black (n = 2,906; 23.4%), Hispanic
{n = 661, 5.3%), and white veterans.

MerHODS. Hierarchical linear modeling was
used to compare black and Hispanic veterans
with white veterans on admission characteris-
tics, treatment process, and outcomes, overall,
and to determine whether treatment in three
newer types of programs, each designed to
improve efficiency, was associated with in
changes in minority group experiences.

Resurts. At the time of program admission,
black patients had less education, were less
likely to be married or to receive VA compen-
sation, and had more severe alcohol and drug

Differences between white and nonwhite
Americans in access to and utilization of health
care services has become a focus of growing
attention and concern in recent years.!-# Several
studies have suggested that black patients are
significantly less likely than white patients to
receive advanced medical treatments,2-7 although
a recent report from the Department of Veterans
Affairs (VA) showed less mortality among black
patients.® Another recent review found that His-
panic patients experience limited access to a broad

problems, but had less severe PTSD symptoms
than either white patients or Hispanic patients.
There were no differences among groups on 8
of 11 measures of treatment process or outcome
but black patients showed greater improve-
ment than white patients on one measure of
PTSD symptoms and Hispanic patients were
more satisfied with their treatment than white
patients although they showed smaller gains
in employment income. There were few
changes associated with newer program types:
gains for minorities were observed on three
measures and losses on two.

Concrusions. Using data from a large na-
tional sample, this study found little evidence
of systematic differences in either treatment
process or outcome between white, black, and
Hispanic patients overall, or in association
with the implementation of more efficient pro-
gram types. (Med Care 2002;40[supplement]:
1-52-1-61)

array of health services due to financial, cultural,
and institutional barriers.?

In the delivery of mental health services, several
studies have used administrative databases to doc-
ument ethnocultural differences in service use in
large health care systems.“~'' However, these
studies did not address differences in the clinical
outcomes or service delivery in similar kinds of
programs. A survey of literature published before
1988 found limited evidence of racial differences in
participation in and benefit from psychotherapy,?
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and more recent studies of a variety of
community-oriented mental health programs
(most of which were operated by VA) found few
differences between black and white patients in
mental health service utilization, satisfaction with
services, or outcomes.!>-18 However, two studies
that looked more closely at the interpersonal
contexts of treatment found that pairing of black
patients with white clinicians was associated with
earlier dropping out of treatment and receipt of
less intensive services!” and that substance use
outcomes among black patients are better when
they were treated in programs which included
greater proportions of other black patients.20

The delivery of mental health services in the
United States has undergone major changes in
recent years, primarily due to reductions in the
delivery of inpatient services that have been driven
by efforts to reduce health care costs.2-22 Such
changes are especially well-documented for the
VA health care system.23

The treatment of military-related Posttraumatic
Stress Disorder (PTSD) is a major VA priority.2¢ As
a result of a large multisite cost effectiveness study
of traditional Specialized Inpatient PTSD Units
(which we will refer to hereafter as traditional
long-term inpatient programs) as well as broader
efforts to improve efficiency in the VA system,23-24
intensive VA treatment of PTSD now includes
three kinds of programs designed to be more
efficient than traditional long-term inpatient pro-
grams: (1) short-term inpatient programs, called
Evaluation and Brief Treatment PTSD Units
(which we will refer to as short-term inpatient
programs); (2) residential halfway house programs
called PTSD Residential Rehabilitation Programs,
(which we will refer to as residential programs);
and (3) PTSD day hospitals (which we will refer to
as day hospitals).2¢ Like the traditional long-term
inpatient programs, these programs provide inten-
sive treatment specialized to meet the needs of
combat veterans with PTSD, but their lengths of
stay average 2 weeks to 2 months rather than 3
months in the traditional programs; and staffing is
far less costly due to lower staff to patient ratios
and less emphasis on medical personnel.

In 1993 the VA initiated a special outcomes
evaluation initiative that collects clinical data in
specialized inpatient and residential programs that
treat military-related PTSD using standardized
questionnaires administered at the time of pro-
gram entry and 4 months after discharge. Data
from this effort have recently been used to exam-
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ine the impact of programmatic changes in inpa-
tient care on clinical outcomes?* and found little
evidence of any deterioration in effectiveness.
However, that study did not consider whether
program differences differentially impact black or
Hispanic veterans. In the current study we use
more extensive data from this outcomes monitor-
ing initiative to compare the process and outcomes
of treatment in specialized intensive PTSD pro-
grams among black and Hispanic veterans as
compared with white patients.

Materials and Methods

In 1993, a national VA initiative was implemented
to monitor clinical outcomes from specialized inten-
sive programs that provide specialized treatment for
veterans with military-related Posttraumatic Stress
Disorder.?? These programs offer a combination of
medication, psychotherapy, and psychosocial reha-
bilitation services paying special attention to the
unique sensitivities and experiences of Vietnam vet-
erans who participated in a war that generated
unprecedented national controversy. Those veterans,
in many cases, received scant support or attention
when they first returned home, complicating their
recovery from war zone stress.

Through the end of January, 2000, 62 programs
had participated in this evaluation effort. The
current study focuses on a subset of 49 of these
programs that operated between June 1993 and
January 2000 as one of the four program types
under study. Although detailed data on staffing
and service delivery were not available they used
distinctively different approaches. The 13 excluded
programs could not be classified into one of these
program types.

Patients admitted to these programs were as-
sessed with a brief, standardized interview and
several self-report questionnaires at the time of
admission, and, again, 4 months after discharge.
The questionnaires were completed by veterans
either directly or, when necessary, were adminis-
tered over the telephone. In addition, their primary
clinician completed a structured discharge sum-
mary describing certain well-defined parameters
of the process of treatment.

Sample

The total sample treated during this period of
time included 19,211 veterans who were enrolled
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in the monitoring protocol at the selected study
sites between June 1, 1993 and January 31, 2000
and who were treated in one of four types of
program.

Outcome Assessments

Altogether 12,447 veterans (64.7%) were suc-
cessfully followed-up 4 months after discharge,
including 5,436 (64.9%) in traditional long-term
inpatient programs; 3,729 (67.4%) in short-term
inpatient programs; 2,827 (62.1%) in residential
programs; and 455 (61.9)% in day hospitals
(x* = 33.7, df = 3, P <0.001).

Comparison of baseline characteristics of vet-
erans who were successfully followed-up and
those who were not showed that veterans who
were followed-up were older, less likely to be
black, better educated, more likely to be mar-
ried, and had less severe problems with drug
abuse and violence but were not significantly
different on measures of PTSD severity, history
of suicidal behavior, number of comorbid psy-
chiatric disorders, employment, or incarceration.
Veterans treated in short-term inpatient pro-
grams were more likely to be followed up,
whereas those in day hospitals were less likely
to be followed up.

Measures

Sociodemographic Characteristics. Sociode-
mographic data obtained at baseline included
measures of age, gender, race, marital status, ed-
ucation, history of incarceration, current employ-
ment, and receipt of VA compensation for PTSD.
Client race was identified through brief clinician
interview from the choices of white, black, His-
panic, or other. The interviewer recorded the cli-
ent’s selection.

Treatment Process Measures. Treatment pro-
cess measures recorded time on the waiting list
before admission, length of stay, whether medica-
tions were prescribed at discharge, the discharging
clinician’s assessment of the veteran’s commit-
ment to treatment on a 5-point Likert-type scale,
and veterans’ satisfaction with treatment, assessed
4 months after discharge using four 5-point
Likert-type questions (Cronbach o = 0.84): two
addressing general satisfaction with treatment;
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one addressing whether the veteran would recom-
mend the program to others with similar prob-
lems; and one asking whether the veteran would
use the program again if the need arose. Because
this measure was added in 1997, several years after
the outcomes monitoring program was initiated,
satisfaction data are only available on a subsample
of veterans.

Clinical Outcome Measures. Clinical out-
comes that were assessed to evaluate program
effectiveness covered four domains: PTSD symp-
toms, substance abuse, violent behavior, and em-
ployment. Due to their particular significance for
specialized PTSD programs, PTSD symptoms
were measured in two ways, using the Short Form
of the Mississippi Scale for Combat-Related PTSD
(range 11-55), an instrument that has been vali-
dated in a large sample of outpatients,?” and using
a four-item PTSD Scale (range 4-20) developed at
the Northeast Program Evaluation Center (the
NEPEC PTSD scale)(Cronbach « = 0.67). The
NEPEC PTSD Scale correlates 0.61 and 0.74 with
the Short Mississippi Scale at admission and at the
4 months follow-up, respectively.

In an intensive outpatient PTSD study,?® the
NEPEC PTSD Scale and the Short Mississippi
Scale correlated 0.63 and 0.64, respectively, with a
continuous PTSD score derived from the SCID
PTSD module (Structured Clinical Interview for
DSM-III). Additionally, in an outcome study of
intensive inpatient treatment of PTSD,25 the
NEPEC PTSD Scale and the Short Mississippi
Scale correlated 0.40 and 0.39, respectively, with
the CAPS (Clinician Administered PTSD Scale), a
well-validated observer rating scale.3%3' The mod-
est magnitude of these correlations most likely
reflects the differences between self-report and
rater-administered assessment methods.

Alcohol abuse and drug abuse were measured
using the composite indices from the Addiction
Severity Index (range 0-1),32 a widely used and
well-validated measure of substance abuse out-
comes. Violent behavior was measured by four
items that were adapted from the National Viet-
nam Veterans Readjustment Study (range 0-4)3%:
destruction of property, threatening someone with
physical violence without a weapon, threatening
someone with a weapon, and physically fighting
with someone (Cronbach a = 0.71). Employment
was measured using reported earned income
(range $0-$9850).
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(Continued)

TABLE 1.

Paired Comparison

Group Difference

3-Hispanic

2-Black
N = 2906

1-White

N

(P < 0.05)

F/Chi square df

N = 661

8880

Measure

12>13

P < 0.0001

64.6% 56.5% 33.77

58.9%

Incarcerated in past
PTSD treatment experience

1<23

26.9% 26.0% 55.68 2 P < 0.0001

20.5%

Previous specialized PTSD treatment

Current admission to:

3>122>1

P < 0.0001
P < 0.0001
P < 0.0001

48.5% 54.1% 77.25
21.6% 28.91

24.1%

41.3%
32.5%

(SIPU)

Specialize inpatient PTSD unit

1>23
1,2 >3

(EBTPU)

Evaluation-brief treatment unit

Day hospital (DH)

2

16.07

0.9%
23.3%

3.5%

23.9%

3.9%
22.3%

ns

0.174

3.49

PTSD residential rehabilitation program (PRRP)

n = 12,447,

not significant.

ns
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Analysis

Analysis proceeded in several steps. First, the
significance of differences between the three racial
groups on all admission measures, including type
of treatment program, was evaluated using Anal-
ysis of Variance for continuous measures and
X-squares for categorical data. Baseline measures
that were significantly different across racial
groups were included as covariates in all subse-
quent analyses.

Second, hierarchical linear models3* were used
to determine differences between black patients
and white patients, and between Hispanic patients
and white patients, on measures of treatment
process and outcome. The models included sepa-
rate dichotomous measures for black and Hispanic
veterans. White patients were coded as zeros on
both measures and served as the common refer-
ence group. Treatment process was assessed by the
five measures of involvement in the program,
described above, whereas outcomes were mea-
sured by subtracting the 4 months scores from the
admission assessments of the same measures, and
controlling for the admission value of the change
measure. Negative values of PTSD, substance
abuse, and violence measures represent improve-
ment, ie, a decline in problem behaviors, whereas
positive values of employment earnings represent
improvement. Potentially confounding covariates,
including site type were included in the overall
model of the effects of race on process and
outcome.

Hierarchical linear models were used for these
analyses because observations concerning individ-
ual patients are nested within sites and could not
therefore be considered to be independent. Ran-
dom effects for the 49 sites were modeled using
PROC MIXED of SAS (R) to adjust the standard
errors of the coefficients for the nonindependence
of data within sites.34

Finally, a second set of hierarchical linear mod-
els were used to identify differences in treatment
process and outcomes of treatment for racial
groups at each of the four types of program to
identify changes in racial differences in the newer
programs.

An alpha level of 0.05 was used in spite of the
multiple comparisons (five process measures and
six outcome measures in five sets of analyses) to
assure that all potential differences in treatment
experiences between groups were identified. Bon-
ferroni correction for multiple comparisons result-
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ing in a more conservative standard of significance
(P = 0.05/55 = 0.0009) was also applied.

Results
Sample

Significant differences between groups were
observed on most admission measures, in part due
to the large sample size: n = 12,447, with 8880
white patients (71.2%), 2906 black patients
(23.4%), and 661 Hispanic patients (5.3%) (Table
1). As compared with both white patients and
Hispanic patients, black patients had fewer years
of education, were less likely to be married-or to
receive VA compensation, lived nearer to VA facil-
ities, and had more severe alcohol and drug prob-
lems and a greater number of comorbid psychiat-
ric disorders. Black patients also had lower
employment earnings and were more likely to
have been incarcerated in the past. However they
reported less severe PTSD symptoms and fewer
past suicide attempts. Hispanic patients had a
greater number of comorbid psychiatric diagnoses
than white patients, and were more likely than
both white patients and black patients to report
past suicide attempts. Both black patients and
Hispanic patients were more likely than white
patients to have been treated in traditional long-
term inpatient programs.

Treatment Process and Outcomes by Group

The upper panel of Table 2 presents the analy-
ses comparing measures of treatment process and
outcomes for black patients and Hispanic patients
as compared with white patients. The coefficients
in Table 2 represent the difference in each measure
between minority groups and white patients. The
mean value of the dependent variable is presented
in the top row of the table to allow appreciation of
the magnitude of effect represented by these
coefficients.

As compared with white patients, black patients
and Hispanic patients differed significantly on
only three measures of treatment process or out-
come (Table 2). Black patients showed greater
improvement (ie, a greater decline in symptoms)
than white patients on the short Mississippi scale
for PTSD whereas Hispanic patients showed
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greater satisfaction with treatment than white
patients but less employment income.

Process and QOutcomes Across
Program Types

A somewhat more complex pattern of findings
emerged from the analysis of the experience of
black patients and Hispanic patients in each of the
four program types (Table 2). The significantly
greater improvement of black patients on the short
Mississippi PTSD scale observed in the entire
sample, was only observed in the traditional long-
term inpatient programs, and not in any of the
new programs.

In the short-term inpatient programs, black
patients showed less improvement than white
patients in violent behavior, as indicated by the
positive coefficient, but there were no other sig-
nificant differences. In the residential programs,
black patients had shorter waiting times for ad-
mission than white patients, but also poorer drug
abuse outcomes, whereas Hispanic patients were
more satisfied with these programs than white
patients. Finally, black patients were rated as more
committed to treatment in PTSD day hospitals
than white patients.

Thus minorities treated in the new programs
showed greater involvement in the treatment pro-
cess relative to white patients on three measures
and less improvement on two outcome measures.
Applying a Bonferroni corrected significance crite-
rion of 0.0009, none of these differences remain
significant.

Discussion

This study used outcome data from a large
national sample of veterans who received special-
ized intensive treatment for war-related PTSD, and
compared admission characteristics, treatment
process, and outcomes among white, black, and
Hispanic veterans. At admission black veterans
had more severe substance abuse problems but
less severe PTSD symptoms than both white pa-
tients and Hispanic patients. Hispanic patients
were not different from white patients on most
measures, but had more comorbid psychiatric con-
ditions and were more likely to report suicide
attempts. These findings are similar to those ob-
served in other VA clinical samples.!3.10.19-20
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Consistent with other recent outcome studies
conducted in VA1410-1720 and in one non-VA
mental health program,'® there were few differ-
ences in outcomes between white patients and
minority groups. Black patients had better out-
comes than white patients on one PTSD measure
and although Hispanic patients showed smaller
gains than white patients in employment earn-
ings, they were more satisfied with treatment.
There were no significant differences on eight
other measures suggesting that at least in VA
mental health programs there are few differences
between ethnocultural groups in treatment pro-
cess or outcomes. It should be noted that these
similarities in treatment process and outcome do
not address the issue of access, an important, but
distinct aspect of health care quality. Although one
recent study showed similar access among minor-
ity groups and white patients to VA mental health
services, !> process and outcome data such as those
presented here do not, in themselves, address this
issue.

The results of this study, and many of the other
studies previously cited are specific to the VA. The
federal government, of which the VA is part, has
had a strong commitment to equality for minority
groups, dating to well before the desegregation of
the armed forces after World War I and this may
partially explain the equitable treatment provided
to minorities under federal auspices. It is also
possible that group differences are less likely to be
found in mental health service programs than in
general medical or surgical programs because of
the greater emphasis on the psychosocial aspects
of care in mental health service delivery.

In view of the development of new, more effi-
cient VA programs for the intensive treatment of
PTSD in recent years, we also examined differ-
ences between groups in outcomes observed in
three new types of VA program. Some of the
programmatic changes of recent years have in-
volved providing less intensive care or care of
shorter duration, and there is therefore some risk
that these changes would fall disproportionately
on minority groups. There were, however, few
changes in cither treatment process or in the
relative etfectiveness of treatment for minorities in
association with newer program types. Minority
groups showed gains relative to white patients on
three measures and losses on two. It is of interest
that black patients showed poorer outcomes in
drug problems than white patients treated in
PTSD residential rehabilitation programs because

TREATMENT OF PTSD

a previous study found that the only poorer out-
come in the development of new intensive treat-
ment initiatives for PTSD was observed for alcohol
and drug abuse in recently established residential
programs.?* The analyses presented here suggest
that this decline in outcomes may have especially
affected black patients, although the reasons for
their vulnerability to this particular type of pro-
gram are difficult to discern.

Limitations

Several limitations of this study deserve com-
ment. First, we observed numerous differences in
admission characteristics across groups that could
potentially have confounded our results. Although
we adjusted for these differences we can not,
however, rule out the possibility that some of our
results reflect unmeasured differences in program
entrants rather than changes in the effectiveness
of different program types.

Second, follow-up rates averaged 65%, just
below the 70% to 80% standard applied to most
research studies. Because veterans successfully
followed-up were better off at the time of program
entry than those who were not, with fewer alcohol
and drug problems, it is likely that those who were
doing less well clinically after discharge were less
likely to be successfully followed-up. However, it is
not clear how this would bias our results because
patients with more serious problems at admission
sometimes show greater improvement than others
because they have more room to improve.

Third, some veterans who received treatment
from the programs under study were not enrolled
in the outcome monitoring program. These were
most likely veterans who were discharged prema-
turely and did not participate long enough to be
enrolled in the monitoring effort. It is also unclear
whether or how this would bias our results.

Fourth, this study only addressed two minority
groups, black patients and Hispanic patients, at
the national level as measured by their response to
a single question. There are likely to be important
differences in race-relations as well as in the
cultural background of these groups in different
parts of the country, and other minority groups,
such as Native American patients and Asian pa-
tients, are not considered at all.

Finally, this study only addressed treatment of
PTSD in VA specialized intensive programs. The
generality of these findings to other health care
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systems, to other illnesses, and other types of
program development are unknown. Caution
should thus be used in generalizing to other
samples.

Conclusion

Using a large national VA sample, this study
found little evidence of systematic differences in
treatment process or outcome among black and
Hispanic patients as compared with white pa-
tients, or in association with the implementation
of more efficient types of programs in recent vears.

Acknowledgments

We thank Laurent Lehmann, MD, Chief Consultant,
Strategic Health care Group for Mental Health in VA
Headquarters for his support of the PTSD outcomes
monitoring effort during manv vears. We also thank
Helen Spencer, Karen Arena, Denise Bocek, and Pam
DeLuca at NEPEC for managing the data collection, and
Bernice Zigler, Jennifer Cahill, and Dennis Thompson for
analytic support. Marilyn Stolar, MA, provided statistical
consultation. We especially thank the program staff at
each site for their efforts on behalf of both the program
and this evaluation.

References

1. Williams DR, Lavizzo-Maury R, Warren RC.
The concept of race and health status in America. Public
Health Rep 1994;109:26-41.

2. Giachello ALM. Issues of access and use. In:
Molina C, Aguirre-Molina M, eds. Hispanic Health in the
US: A Growing Challenge. Washington, DC: American
Public Health Association; 1994:83-111.

3. Peterson ED, Wright SM, Daley J, et al. Racial
variation in cardiac procedure use and survival following
acute myocardial infarction in the Department of Veter-
ans Affairs. JAMA 1994;271:1175-1180.

4. Schulman KA, Berlin JA. Harless et al, The
eftect of race and sex on physician’s recommendations
tor cardiac catheterization. N Engl ] Med 1999;340:618-
626.

5. Gaston RS, Ayres 1, Dooley LG, et al. Racial
equality in renal transplantation. JAMA 1993;270:1352-
1356.

6. Moore RD, Stanton D, Gopalan R, et al. Racial
differences in the use of drug therapy for HIV discase in
an urban community. N Engl ] Med 1994;330:763-768.

7. Kahn KL, Pearson ML, Harrison ER, et al.
Health care for black and poor medicare patients. JAMA
1994;271:1169-1174.

[-60

MEepicaL Care

8. Jha AK, Shlipak MG, Hosmer W, et al. Racial
differences in mortality among men hospitalized in the
Veterans ~ Affairs  Health Care  System. JAMA
2001;285:297-303.

9. Padgett DK, Burns C, Burns BJ, et al. Ethnicity
and the use of outpatient mental health services in a
national insured population. Am ] Pub Health
1994;84:222-226.

10. Snowden LR, Cheung FK. use of inpatient
mental health services by members of ethnic minority
groups. Am Psychol 1990;45:347-355.

11. Maynard C, Ehreth J, Cox GB, et al. Racial
differences in the utilization of public mental health
services in Washington State. Adm Policy Ment Health
1997;24:411-424.

12. Sue S. Psychotherapeutic service for ethnic mi-
norities. Am Psychol 1988;43:301-308.

13. Rosenheck RA, Fontana AF. Ethnocultural
Variations in Service Use Among Veterans Suftering from
PTSD. In: Marsella A, Friedman M, Gerrity E, Scurfield R,
eds. Ethnocultual Aspects of Posttraumatic Stress Disor-
der. Washington, DC: American Psychological Associa-
tion; 1996:483-504.

14. Rosenheck RA, Fontana AF. Race and out-
come of treatment for veterans suffering from PTSD.
J Trauma Stress Stud 1996;9:343-351.

15. Rosenheck RA, Fontana AF. Utilization of
mental health services by minority veterans of the viet-
nam era. ] Nerv Ment Dis 1994;182:685-691.

16. Leda C, Rosenheck RA. Race in the treatment .
of homeless mentally ill veterans. | Nerv Ment Dis
1995;183:529 -537.

17.  Rosenheck RA, Leda C, Frisman LK, et al. Home-
less mentally ill veterans: Race, service use and treatment
outcomes. Am ] Orthopsychiatry 1997:67:632-638.

18. Chinman MJ, Rosenheck RA, Lam JA. Client-
case manager racial. matching in a multi-site program for
homeless people with mental illness. Psychiatr Serv
2000;51:1265-1272.

19. Rosenheck RA, Fontana AF, Cottrol C. Effect
of clinician-veteran racial pairing in the treatment of
Posttraumatic ~ Stress  Disorder.  Am | Psychiatry
1995;152:555-563.

20. Rosenheck RA, Seibyl CL. The experience of
black and white veterans in a residential treatment and
work therapy program for substance abuse. Am | Psy-
chiatry 1998;155:1029-1034.

21. Rosenheck R, Druss B, Stolar M, et al. Effects
of declining mental health service use on employees of a
large  sclf-insured  private  corporation.  Health  Aff
1999;18:193-203.

22. Leslie D, Rosenheck R. Shifting to outpatient
care? Mental health utilization and costs in a privately
insured population. Am | Psychiatry 1999;156:1250~1257.



Vol. 40, No. 1, Supplement

23. Rosenheck R, Dilella D. National Mental
Health Program Performance Monitoring System: Fiscal
Year 1999 Report. West Haven, CT: Northeast Program
Evaluation Center; 2000.

24. Rosenheck RA, Fontana A. Impact of Efforts to
Reduce Inpatient Costs on Clinical Effectiveness: Treat-
ment of Posttraumatic Stress. Disorder in the Depart-
ment of Veterans Affairs. Med Care. (in press).

25. Fontana A, Rosenheck R. Effectiveness and
cost of inpatient treatment of posttraumatic stress disor-
der. Am | Psychiatry 1997;154:758-765.

26. Rosenheck RA, Fontana A. Changing patterns
of care for war-related Post-Traumatic Stress Disorder at
Department of Veterans Affairs Medical Centers: The use
of performance data to guide program development. Mil
Med 1999;164:795-802.

27. Fontana A, Rosenheck R. A short form of the
Mississippi Scale for Measuring Combat-Related PTSD.
] Trauma Stress Stud 1994;7:407-414.

28. Rosenheck RA, Fontana AF. Treatment of vet-
erans severely impaired by PTSD. In: Ursano R], Nor-

TREATMENT OF PTSD

wood AE, eds. Emotional aftermath of the Persian Gulf
War. American Psychiatric Press; 1996,

29. Spitzer R, Williams J. Structured Clinical In-
terview for DSM-III PTSD. New York, NY: New York
State Psychiatric Institute; 1985.

30. Blake D. Rationale and development of the
clinician-administrated PTSD scales. PTSD Res Q
1994;5(2):1-2.

31. Weathers F, Litz B. Psychometric properties of
the clinician-administrated PTSD scale, CAPS-1. PTSD
Res Q 1994;5:2-6.

32. McLellan A, Luborsky L, Cacciola J, et al.
New data from the addiction severity index: Reliability
and validity in three centers. ] Nen' Ment Dis
1985;173:412-423.

33. Kulka R, Schlenger W, Fairbanks J, et al
Trauma and the Vietnam War Generation: Report of Find-
ings  from  the National Vietham  Veterans
Readjustment Study. New York, NY: Brunner/Mazel; 1990

34. Bryk AS, Raudenbush SW. Hierarchical Linear
Models. Newbury Park, CA: Sage Publications; 1992,

l-61



